SUMMARY We report a 62-year-old man who presented with a two-month history of severe congestive failure. The onset of his symptoms was not associated with chest pain. Two-dimensional echocardiography showed a large aneurysm of the ventricular septum in which there was a defect.
Rupture of the interventricular septum is an uncommon complication of acute myocardial infarction. I It occurs most commonly within the first seven days after infarction2 3 and usually causes distinct haemodynamic deterioration frequently proceeding to cardiogenic shock. This case report describes an unusual presentation of post-myocardial infarction ventricular septal defect, with unique features detected by real-time twodimensional echocardiography.
Case report
Over a period of 10 days, a 62-year-old man experienced increasing dyspnoea and ankle swelling not associated with chest pain. He was treated with digitalis and a diuretic with some initial symptomatic improvement. Two pressure was 115/80mmHg. The jugular venous pulse was visible to the angle of the jaw. There was a palpable left parasternal impulse and a systolic thrill. On auscultation there was a loud systolic murmur, maximal at the left third intercostal space. There was pronounced hepatomegaly and moderate ankle and sacral oedema.
The electrocardiogram showed changes ofa previous inferior myocardial infarction.
On the chest x-ray film there was cardiomegaly with intense pulmonary venous congestion and septal oedema.
Real-time, two-dimensional echocardiography was performed using a Varian 3000 instrument. Apical, left and right ventricular long axis and multiple short axis views were obtained.4 Normal left ventricular geometry and wall motion was seen in the long axis view. There was no prolapse of the mitral valve cusps. The apical, right ventricular long axis and short axis views showed the presence ofa large ventricular septal aneurysm bulging into the right ventricle ( Fig. 1 and  2 ). Thinning of the aneurysmal part of the interventricular septum was observed in the apical and right ventricular long axis views (Fig. 2 ). In the short axis view at the level of the papillary muscles ( Fig. 1 ) a defect in the wall of the aneurysm was observed. From multiple short axis views it was seen that the aneurysm extended from the level of the mitral valve to the level of the insertion of the papillary muscles. These views showed preserved left ventricular wall motion in regions not involved in the aneurysm. M-mode echocardiography showed minimal right ventricular enlargement as the only abnormality.
Short axis LV Cardiac catheterisation was subsequently performed. Right heart pressures were raised (right atrium, mean 16 mmHg; right ventricle 75/20mmHg; pulmonary artery 75/25 mmHg). The left ventricular end-diastolic pressure was 25 mmHg. There were no valve gradients. There was a left-to-right shunt at ventricular level (pulmonary:systemic flow ratio, 3-0/1). Left ventricular cineangiography (left and right anterior oblique views) confirmed the presence of a large ventricular septal aneurysm originating from the posteroinferior portion of the septum. An associated ventricular septal defect was also confirmed, with early filling with contrast of the right ventricle and pulmonary artery (Fig. 1) .
There was no impairment of ventricular contraction in regions other than the aneurysm. There was minimal mitral regurgitation. Coronary angiography showed the presence of a major stenosis in the left anterior descending and circumflex vessels. The right coronary artery was totally occluded near its orifice.
Modif ied long axis RV inflow Apical
Modified long axis RV inflow Apical The patient subsequently underwent operation at which a ruptured ventricular septal aneurysm was found situated posteroinferiorly. Part of the inferior surfaces ofthe right and left ventricles had the appearance ofprevious myocardial infarction. The aneurysm was excised and the defect repaired with a dacron patch. Coronary artery vein grafts to the left anterior descending and circumflex vessels were performed.
Multiple complications occurred postoperatively and the patient died after three weeks. 
